Accepted for publication 11 October 1983 mother had had a viral illness for two weeks during the first six weeks of pregnancy. On cardiac examination of the child, the point of maximum impulse was felt at the fifth left intercostal space with a slight increase in the left ventricular impulse. Grade IVVI pansystolic and grade I/VI mid-diastolic murmurs were heard at the apex and extended towards the left axilla. The electrocardiogram showed left ventricular hypertrophy, a deep Q wave with inverted T waves in leads II, III, and aVF, and slight ST segment elevation in the anterior and depression in the left precordial leads (Fig. 1) . Chest x ray films showed generalised cardiomegaly with a mild degree of pulmonary venous congestion. Echocardiography confirmed the electrocardiographic findings and showed decreased left ventricular function with fractional circumferential fibre shortening of about 20%. A sweep from the apex to the outflow tract of the left ventricle showed posterior displacement with thinning of the left ventricular posterior wall starting at the submitral valve area and an inferoposterior extension towards the apex, suggesting an outpouching of the posterior wall ( Fig. 2 a and b 
Congenital diverticulum of the heart is a rare condition, with a prevalence of 0-4% in 750 necropsies of cardiac cases.' The diverticulum is perhaps produced by an outpouching of endomyocardium in the first two or three weeks of embryonic life at a weak region of the right ventricular or left ventricular wall' or in the muscular septum.2 Apical diverticulum of the left ventricle has been reported in 82 patients; most of them had a mid-line thoracoabdominal lesion and congenital heart disease.37 Only 25 of the 82 patients had an isolated apical defect.3 4 6 Subvalvular fibrous wall aneurysm8 9 is another infrequent form of left ventricular defect seen mostly in black Africans. I report two unusual cases of cardiac diverticula, one with a submitral lesion which fulfils the criteria for a diverticulum rather than the expected aneurysm, the other with an apical diverticulum without the midline defects and with unexpected mitral valve pathology.
Case reports CASE 1 A 1Y2 year old Saudi girl with a harelip and cleft palate had recurrent episodes of dyspnoea, feeding difficulties, and slow weight gain since early infancy. Her
Requests for reprints to Accepted for publication 11 October 1983 mother had had a viral illness for two weeks during the first six weeks of pregnancy. On cardiac examination of the child, the point of maximum impulse was felt at the fifth left intercostal space with a slight increase in the left ventricular impulse. Grade IVVI pansystolic and grade I/VI mid-diastolic murmurs were heard at the apex and extended towards the left axilla. The electrocardiogram showed left ventricular hypertrophy, a deep Q wave with inverted T waves in leads II, III, and aVF, and slight ST segment elevation in the anterior and depression in the left precordial leads (Fig. 1) . Chest x ray films showed generalised cardiomegaly with a mild degree of pulmonary venous congestion. Echocardiography confirmed the electrocardiographic findings and showed decreased left ventricular function with fractional circumferential fibre shortening of about 20%. A sweep from the apex to the outflow tract of the left ventricle showed posterior displacement with thinning of the left ventricular posterior wall starting at the submitral valve area and an inferoposterior extension towards the apex, suggesting an outpouching of the posterior wall ( Fig. 2 a and iculum" with a trabeculated muscular wall was seen arising from the inferolateral aspect of the left ventricle at the junction between the left ventricular posterior wall and the interventricular septum, starting below the mitral valve ring and extending inferoposteriorly ( Fig. 3 a and b) . The wall of the diverticulum was contractile with slight paradoxical motion at end systole. The aortic angiogram showed a normal origin and distribution of the right and left coronary arteries (Fig. 4) . The circumflex arteries, however, were extended and stretched around the margin of the left ventricular diverticulum (arrow). The child was discharged taking digoxin. During a two year follow up, she gained some weight and underwent successful surgical repair of the harelip and cleft palate. The clinical symptoms and the size of the heart and diver-~~~~~~~~~~~~~~~~~~~W East. They classified their two patients in the diverticular group of "unknown pathology". The pathology in the second patient in the present study is identical to that of Gueron's two patients." Furthermore, the mitral valve in this patient appeared dysplastic and fibrotic with extensive mucoid and myxomatous formation. The diverticular muscle biopsy showed focal vacuolar degeneration. This report is, therefore, the first to describe the pathological findings in this condition, and the first to prove, by surgical and histological examination, that mitral valve regurgitation is secondary to an organic disease of the mitral valve apparatus rather than the result of papillary muscle involvement in the diverticulum.1' 14 Furthermore, the patient in this report was severely symptomatic, in contrast to Gueron Paronetto and Straussl3 reported a rare association of a localised left ventricular aneurysm in an 8 month old infant, resulting from a congenital muscle defect and fibroelastosis. Hemsath and others assumed that the aetiology of the diverticulum was due to excessive primordial cell stimulation at a certain point in an attempt to produce a double heart which ended in producing one or more small or large diverticula.61116
Most patients with an isolated left ventricular diverticulum have mild or no symptoms and require no surgery. Only a few patients with this condition who have symptoms of intractable congestive heart failure, life threatening arrhythmias, severe mitral incompetence, or a large akinetic aneurysm causing thrombosis or diminished left ventricular output have required surgery. The clinical presentation in the first patient in this study was a mild degree of congestive heart failure that was controlled with maintenance digoxin therapy. The second patient, however, presented with intractable congestive heart failure that required mitral valve replacement; the apical diverticulum, however, was not excised surgically because it was small in size and contracting well. The electrocardiographic changes in both patients were similar to those described in patients with left ventricular diverticula.8 14 
